Some healthcare systems are relieving primary care providers (PCPs) of Bthe burden^of managing chronic pain and opioid prescribing, instead offloading chronic pain management to pain specialists. Last year the Centers for Disease Control and Prevention recommended a biopsychosocial approach to pain management that discourages opioid use and promotes exercise therapy, cognitive behavioral therapy and non-opioid medications as first-line patient-centered, multi-modal treatments best delivered by an interdisciplinary team. In the private sector, interdisciplinary pain management services are challenging to assemble, separate from primary care and not typically reimbursed. In contrast, in a fully integrated h e a l t h c a r e s y s t e m l i k e t h e Ve t e r a n s H e a l t h Administration (VHA), interdisciplinary clinics already exist, and one such clinic, the Integrated Pain Team (IPT) clinic, integrates and co-locates pain-trained PCPs, a psychologist and a pharmacist in primary care. The IPT clinic has demonstrated significant success in opioid risk reduction. Unfortunately, proposed legislation threatens to dismantle aspects of the VA such that these interdisciplinary services may be eliminated. This Perspective explains why it is critical not only to maintain interdisciplinary pain services in VHA, but also to consider disseminating this model to other health care systems in order to implement patient-centered, guideline-concordant care more broadly.
I n the spring of 2016, The New York Times featured an article on primary care clinics in West Virginia that had hired an anesthesiologist to treat patients with chronic pain outside of primary care, thus Brelieving its primary care doctors and nurse practitioners of their thorniest burden.^The article lauded the anesthesiologist/pain specialist, who is quoted as saying, BI'm part F.B.I. investigator, part C.I.A. interrogator, part drill sergeant, part cheerleader.^1
Is treating chronic pain no longer the job of primary care providers (PCPs)? Chronic pain complaints are the second most common reason for outpatient primary care visits: over 100 million Americans suffer from chronic pain, more than the total number affected by heart disease, cancer and diabetes combined. Painful conditions also burden the U.S. economy, costing $635 billion each year in medical treatment and lost productivity. 2 Yet, PCPs report discomfort in managing chronic pain, especially given mounting pressure to curtail patients' use of opioids. 3 Perhaps chronic pain management actually has become one of primary care's thorniest burdens. After all, PCPs did not sign up to become FBI investigators, CIA interrogators, drill sergeants or cheerleaders-well, maybe cheerleaders….
At a time when patients are dying in record numbers from opioids prescribed for pain, perhaps PCPs should offload chronic pain management to specialists, as The Times article suggests. Yet this would risk moving backwards toward an antiquated biomedical model of specialty pain treatment, paradoxically the same model that got us into this mess in the first place. The biomedical model assumes a singular biological cause for chronic pain; we just need a diagnosis and then we can Bcure^the pain. This sets both provider and patient on a crash course of diagnostic testing, polypharmacy and procedures. In the U.S., hundreds of billions of dollars are spent on specialty procedures and opioid pain medications for chronic pain, and while these therapies may be appropriate in certain settings, outcomes for chronic pain are not well substantiated. On the contrary, at least in the case of chronic opioid therapy, there is growing evidence of serious harm. 4 In contrast, the 2011 Institute of Medicine's consensus report, the Centers for Disease Control and Prevention (CDC) Guideline for Prescribing Opioids for Chronic Pain (2016) and the Department of Health and Human Services' National Pain Strategy (2016) have all called for a biopsychosocial approach in the treatment of chronic pain. This radically shifts the focus away from Bfixing^pain, toward improving the experience of individuals with chronic pain and enhancing functioning and quality of life. 2, 5, 6 Similarly, the National Pain Strategy calls for an evidence-based multimodal and interdisciplinary treatment approach to chronic pain.
The CDC Guideline specifically recommends avoiding the use of opioids in favor of exercise therapy, cognitive behavioral therapy and non-opioid medications as first-line treatments for chronic pain. 6 But how is an individual PCP, or even a specialist, expected to implement guidelines that essentially call for a team-based approach to chronic pain? What insurance plan reimburses this?
In fact, the Veterans Health Administration (VHA), the largest publicly funded, fully integrated health care system in the U.S., has been a leader in addressing these gaps in implementation. In 2009, the VHA introduced a Stepped Care framework in which patients receive biopsychosocial chronic pain care first within VA primary care, instead of routinely triaging patients with chronic pain to specialists. Since 2009, interdisciplinary pain clinics have been implemented at a few VA medical centers throughout the country. These interdisciplinary clinics co-locate and integrate PCPs, psychologists, pharmacists and/or physical therapists to provide multimodal pain care, often directly in primary care, and preliminary results are promising. 7 In July of 2015, the Integrated Pain Team (IPT) was established within primary care in the San Francisco VA Health Care System (SFVAHCS). The mission of the IPT is to provide focused interdisciplinary, biopsychosocial pain care that also addresses the psychological comorbidities such as posttraumatic stress disorder (PTSD) and depression that are prevalent among patients with chronic pain, particularly veterans; these same patients have also been found to have higher rates of opioid use and misuse. 8 The interdisciplinary IPT clinic integrates and co-locates pain-trained PCPs with a psychologist and pharmacist with expedited access to physical and recreational therapy. Other PCPs are encouraged to refer patients with complex chronic pain, irrespective of whether they are prescribed opioids, and over the course of weeks to months, IPT providers assume responsibility for pain care, including prescribing. Specifically, IPT providers collaborate with the patient and the referring PCP to develop a multimodal pain care plan that emphasizes the use of exercise, behavioral interventions and complementary and integrative modalities, while reducing reliance on pain medications, especially opioids. On patient discharge, IPT providers conduct a warm handoff back to the referring PCP, which consists of detailed in-person or electronic recommendations intended to empower PCPs to assume long-term management of their patients' chronic pain issues. In fact, one important function of the IPT in primary care is to provide pain management education for other PCPs in the form of these recommendations as well as regular educational sessions, all of which is intended to increase PCPs' self-efficacy in managing complex chronic pain complaints. The IPT is physically located at the San Francisco VA Medical Center, where local patients may be seen in person. The San Francisco-based team also conducts virtual interdisciplinary pain management visits for patients based at more rural VHA community clinics throughout northern California, using video telehealth technology.
As a case example, a PCP with a patient who has chronic pain and is co-prescribed high-dose opioids for pain and benzodiazepines for an anxiety disorder may refer the patient to the IPT. IPT providers will engage in shared decisionmaking with the patient to develop a Pain Care Plan aligned with the patient's personal values and goals, which might include strategies such as gentle exercise, yoga or another enjoyable hobby (e.g., gardening), cognitive behavioral therapy for pain, and non-opioid analgesics to reduce reliance on opioids. At the same time, IPT providers may attempt to reduce opioid overdose risk by tapering either the opioid or the benzodiazepine, or both, perhaps suggesting a nonbenzodiazepine medication to treat anxiety symptoms. On discharge, IPT providers will share the patient's Pain Care Plan with the referring PCP to promote continuity of care.
Of note, while there are numerous positive randomized controlled trials for chronic pain using cognitive behavioral therapy 9,10 and exercise, 11, 12 to date, there has not been a comparative effectiveness trial evaluating the biopsychosocial IPT model against other models of pain care delivery (e.g., pharmacist collaborative pain management). Moreover, there are no studies that evaluate the effect of an interdisciplinary biopsychosocial approach on neurohormones (e.g., cortisol), that may mediate the putative positive effects on chronic pain and mental health comorbidities such as anxiety that can exacerbate and perpetuate chronic pain.
To begin to fill this research gap, we have been conducting a quality improvement study of the IPT clinic based at the SFVAHCS. Preliminarily, we examined 162 veteran patients: 81 patients enrolled in the IPT clinic compared to 81 matched control patients who were seen in usual primary care during the same time period. We followed both groups for 90 days. All patients had chronic pain, were prescribed opioids and were matched with respect to age, sex, number and type of psychiatric diagnoses, and baseline daily opioid dose. We found that the mean daily opioid dose (measured by morphine equivalent daily dose [MEDD]) decreased by 41.2 mg in the IPT group after 90 days (from 108.7 to 67.6 mg), while the reduction in the control group was only 24.8 mg (102.3 to 95.5 mg). Twice as many patients in the IPT clinic as in the control group (38 vs. 19 patients) reduced their daily opioid dose by 50% or more, representing a 2.6-fold increase in the odds of a 50% or greater reduction in daily opioid use (p = 0.004). With follow-up extended to 180 days, the daily prescription opioid dose of the IPT group was 103% lower than that of the control group (p = 0.015); receiving care through the IPT clinic was associated with 3.6-fold increased odds of 50% or greater reduction in opioid use (p = 0.005). In sum, these preliminary quality improvement data suggest that interdisciplinary team-based pain care in collaboration with primary care may be superior to usual primary care alone in reducing reliance on opioids for pain management. This, in turn, may lead to greater reductions in patient harm, given the increased risk for opioid overdose associated with higher doses of opioids.
Regrettably, though, this groundbreaking interdisciplinary pain care model may be jeopardized by recent political developments, including recent election results. In addition, several bills introduced in Congress (e.g., the Permanent Department of Veterans Affairs Choice Card Act of 2015, the Veterans Health Care Freedom Act, 2015), along with recommendations of the 2016 Commission on Care report, 13 propose to channel the majority of veterans' medical care (including pain care) to the private sector, where coordinated treatment is not the norm. While creating limited networks and partnerships with private sector providers and organizations has the potential to enhance veterans' options and access to care, the passage of these bills should not come at a cost of defunding and hence undermining the kind of advances our team-based approach demonstrates. This would represent a disappointing step backwards given the wealth of evidence showing that the VHA outperforms private sector healthcare in outpatient care on almost all quality measures.
14 The Integrated Pain Team clinic is one example of what's at stake; these hardwon gains in interdisciplinary health services merit further support and dissemination throughout VA primary care and even to other healthcare systems. As with chronic pain, lives may depend on coordinated team-based management and safe prescribing.
In fact, primary care-based integrated pain teams like those in the VA are rare in the private sector, mostly because biopsychosocial pain care is time-intensive and not reimbursed at the same high rate as specialty pain care, which commonly emphasizes procedures. Interdisciplinary teambased care, while relatively easy to assemble in a fully integrated health system like the VA, is far less feasible in a more fragmented private sector healthcare system. Yes, interdisciplinary team-based care takes more time up front than simply prescribing a pill, but in the long run, improved safety and efficacy of a team-based, opioid-avoidance approach may produce benefits for individual patients and populations alike. 15 Moreover, team-based chronic pain care delivered in a primary care setting is consistent with the evidence-based, multi-modal strategies advanced by the CDC and other national health care agencies to reduce reliance on opioids and improve safe opioid prescribing. In keeping with the CDC and other national guidelines, ancillary primary care staff in some VA centers assist in aligning pain care planning with patient values and goals and providing psychotherapy, physical rehabilitation and pharmacy support, ultimately exceeding what any individual PCP could provide.
In sum, many well-intentioned efforts to relieve chronic pain through specialty care have made people sicker, primarily by increasing over-reliance on opioids, further contributing to fragmented healthcare and soaring costs. PCPs are best positioned to deliver biopsychosocial chronic pain care: they have long-term relationships with their patients and can consider patients' values and goals in developing patient-centered pain care plans. Nevertheless, PCPs need ancillary team support-Ba village^-to implement this guideline-concordant care. As a publicly funded health care system swimming upstream against a current toward privatization, the VA continues to pave the way toward primary care-based pain management, which is biopsychosocial in orientation and patient-centered. Providing interdisciplinary support to PCPs is critical to delivering highquality chronic pain care in primary care, so that it never becomes PCPs' Bthorniest burden.Â cknowledgements:
Contributors: The results reported in this commentary would not be possible without the hard work of the Integrated Pain Team Clinic staff at the San Francisco VA Healthcare System, whose members include: Sarah Palyo, PhD; Erin Watson, PhD; Payal Marpara, PhD; Caitlin Garvey, NP; Christina Tat, PharmD, BCPS; and Elizabeth Son, PharmD. We wish to thank Thomas Metzler, MS, for assisting with statistics, and Ana-Marie Urbieta for her former military service and work on this study. We also acknowledge Russell Lemle, PhD, and Suzanne Gordon for their contributions to this perspective.
Publisher's Note: Springer Nature remains neutral with regard to jurisdictional claims in published maps and institutional affiliations. 
